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 4 000 Initial Comments  4 000

A relicensing survey was conducted by the Office 

of Health Care Assurance (OHCA) on 02/18/20.  

The facility was found to be in substantial 

compliance with Chapter 94.1 Nursing Facilities. 

Survey Dates:  02/11/20 to 02/18/20. 

Survey Census:  127

Sample size: 24
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